We report a case of pigmented villonodular synovitis (PVNS) in an adolescent with monarticular involvement of the ankle and without congenital anomalies or sibling involvement.
Pigmented villonodular synovitis of the ankle in an adolescent
Accepted: 3 February 2000 Examination revealed a mass measuring 4 cm×5 cm in the left ankle lying posterior to the lateral malleolus. The ankle moved normally and her neurovascular status was intact. A blood count, sedimentation rate, rheumatoid factor and coagulation time were within normal limits.
Diagnostic imaging included plain radiographs of the left ankle and these revealed a "subtle" soft tissue swelling inferior to the lateral malleolus. T1-weighted coronal ( Fig. 1) and axial ( Fig. 2) MRI showed a predominantly intermediate signal mass extending laterally from between the calcaneus and navicular. On the T-weighted axial image the mass had a more heterogeneous appearance with linear areas of high and very low signal. No bone erosions were seen in either the plain radiographs or the MRI.
An excisional biopsy was performed under tourniquet control through a transverse lateral ankle incision, and at surgery a 3 cm×4 cm nodular, red, brown and yellow pigmented mass was excised from the left ankle joint (Fig. 3) . Both the tibial and talar joint surfaces were intact. The gross specimen was characteristic of PVNS, and this was confirmed by the histological findings of typical PVNS with the presence of foam cells, large multinucleated giant cells and iron deposits. Thus our diagnosis was confirmed by the histopathological findings and MRI.
The patient's symptoms improved significantly following surgery, but she was left with mild pain when walking. This was still present at the most recent clinical follow-up some 2 years after excision. Three years and 4 months after surgery MRI showed that the tumour, had completely disappeared.
Discussion
PVNS of the ankle is much rarer than that of the knee. It was found in the foot and ankle in approximately 2.5% of the cases of Rao et al. [12] and 25% of those of Ushijima [14] . The first reported case of PVNS of the ankle was [7] . Since then there have been a few hundred cases of PVNS of the ankle reported in the literature [4, 11] but in only 9 of 15 cases of PVNS occurring in children (Table 1) . PVNS usually affects adults during their third or fourth decade in life [10] . The reported cases of PVNS occurring in childhood (Table 1) consist of 5 boys and 10 girls whose ages ranged from 3 to 14 years at the time of presentation. In cases occurring in childhood PVNS is usually associated either with congenital anomalies or sibling involvement [3, 5] . Physical examination of a patient with PVNS may demonstrate swelling, tenderness, erythema, a limited range of motion or even a palpable mass. Aspiration of an affected joint may reveal serous fluid or even frank blood although this is rare in the ankle.
MRI may be the most effective means of detecting PVNS and this is due to the presence of a haemosiderin which causes a doserelated decrease in the relaxation time of T1 and T2 images. A sufficient level of haemosiderin will cause Tl and T2 images to appear dark [4, 15] . To confirm the diagnosis either a needle or an open biopsy (often excisional) is necessary.
Histological examination of the specimen reveals villous and/or nodular proliferations of the synovium. In the diffuse form there are villous synovial fronds infiltrated and filled by the proliferating fibro-histiocytic and giant cell reaction. The localised form consists of focal aggregates of nodules.
Surgical treatment should be performed as soon as possible in order to prevent cartilage infiltration which can occur [11, 16] .
